Bulletin of 
THE MENNINGER CLINIC 


~ VoLuME 2 May, 1938 NuMBER 3 


BLOOD PRESSURE STUDIES ON PSYCHIATRIC PATIENTS 


By Norman Reiner, M.D. 


The relation and bearing of blood pressure to psychiatric problems 
have been investigated in several ways. 1. The deviations from the 
usually accepted standards of blood pressure have been studied in the 
various psychiatric clinical entities. Positive results from this mode 
of inquiry have been obtained only in consideration of the organic 
psychoses in which cerebrovascular disease associated with hyper- 
tension plays a rdle and in schizophrenic patients. In the latter group 
there has been shown by some authors!:?:* co be present autonomic 
reactions less facile than in normal subjects. This trend is borne out 
by demonstrations that systolic and diastolic blood pressures in schizo- 
phrenic patients are significantly lower than the average normal, that 
the systolic and diastolic blood pressures bear a more constant rela- 
tionship to each other than they do in normal subjects. These find- 
ings would tend to show that vasomotor responses of schizophrenics 
are relatively sluggish.* (Similar series of investigations in cases of 
manic-depressive psychoses is lacking.) The above mentioned studies 
are dependent for their results upon statistically derived data from an 
entire group of patients observed mostly under basal conditions. 

2. A second method of study of the broad problem is the investi- 
gation and possible correlation of the intra-individual variations in 
blood pressure with concomitant variations in emotional states. 
This is essentially the method of approach employed by Menninger’ 
and many authors cited by him. Both of these methods have their 
valuable contributions. 

Shortly after the appearance of the study by Hines and Brown® on 
the cold pressor test, investigation was begun on psychiatric patients 
with the object of discovering if this test could add to the general 
information about blood pressure in relation to psychiatric problems. 

Osgood? studied forty-five patients in which he took blood pressure 
readings every minute for ten to thirty minutes noting the variations. 
Reactions to the cold pressor test of Hines and Brown were compa- 
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rable to those obtained by the originators of the test, except that 
consistent results were not obtained in four of thirteen individuals 
retested. Neither spontaneous variations in blood pressure nor reac- 
tions to the cold pressor test, had any demonstrable correlation in 
this series with the emotional states, the author concluded. White 
and Gildea* found that in fourteen normal subjects, eleven non-psy- 
chotic patients with somatic and subjective evidences of tension and 
anxiety, and ten psychotic patients, the cold pressor tests gave results 
which were in accord with those of Hines and Brown. Almost all 
of these patients fell into the group of normal reactors, though in 
each group some hyper-reactors were found. White and Gildea also 
noted that an absolutely constant basal blood pressure could not be 
maintained. They found five systolic hyper-reactors in the non- 
psychotic anxious group and relate these to similar findings by Hines 
and Brown® in cases of neurocirculatory asthenia. They believe, 
however, that there is little evidence that patients suffering from the 
“effort syndrome”’ are potentially hypertensive. 

White and Gildea® found a study of the heart rate with the cardio- 
chronograph more significant than the cold pressor studies. They 
did not make observations of spontaneous changes in blood pressure 
with which to correlate the cold pressor test. Osgood’ did so but 
under basal conditions. It was one of the purposes of the investiga- 
tion, which I am about to report, to attempt correlations between 
the cold pressor tests and the variations in blood pressure under non- 
basal conditions, for it is precisely the variation of the blood pressure 
which occurs under any and all observable conditions which may be 
the significant ones and not merely those which occur when the pa- 
tient is lying down at rest. 


MATERIAL AND METHODS 


Fifty-one resident patients and six out-patients were the basis of 
the study, the latter being several of a group of hypertensives which 
formed the basis for the study by Menninger.’ Each patient was 
given at least one cold pressor test. Daily blood pressures were taken 
on the entire group of patients for periods varying from one to three 
months. Ona group of ten patients, blood pressures were taken every 
two hours for a week (except when the patients were sleeping) and 
these results were compared with those of a series of readings taken 
each day (at irregular intervals) on the same group. The same ranges © 
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and frequency distributions were obtained by these two methods and 
hence the two-hourly method was abandoned in favor of the daily 
reading. 

THE COLD PRESSOR TEST 


The results of the cold pressor test are interpreted in the same way 
as by Hines and Brown.* However, inasmuch as some patients 
showed a rise of twenty-two millimeters of mercury or more in either 
the systolic or diastolic pressure, but not in both, the respective desig- 
nation of systolic or diastolic hyper-reactor is used for them. A 
summary of the results of this classification is given in Table I. 


TABLE I 
ONLY ONLY 
REACTOR | REACTOR 
1g II 2 I 5 
Manic-depressive syndrome........ 12 9 2 I 
Miscellaneous group of psychoses .. . 4 2 2 ° ° 


If one disregards the hypertensive group, which was not made up 
of psychiatric patients, the total number of hyper-reactors in the re- 
maining group of fifty-one is twenty or forty-one per cent. This cor- 
responds well with the group of 388 subjects with normal blood pres- 
sures of whom ninety, or forty-three per cent, were hyper-reactors as 
tested by Hines and Brown. 

Repetitions of the cold pressor tests yielded the same results in all 
cases except one which will be discussed in detail below (Case 3, 
page 71). 

Observations were made on the psychological reactions of the pa- 
tients to the test itself. Hines and Brown noted that there was no 
relation between the degree of sensitivity to cold and the degree of 
pain that it caused. Such was also noted in this group of patients. 
The four non-psychotic patients who withdrew their hands from the 
ice water because it was too cold showed a low level of aspiration on 
the Dembo test.* Five of the schizophrenics did likewise but could 
be persuaded to codperate with reassurance. In contrast to these it 
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is noteworthy that none of the entire manic-depressive group, all of 
whom were depressed, ever withdrew his hand from the water, and 
only one of the twelve complained of the pain or cold. The others 
were either silent or spoke much as they were accustomed to, in hy- 
pochondriacal terms or with reference to their depression. This ob- 
servation lead to the utilization of the variations of the technique of 
the test as a device to show how well some of the patients withstood 
a painful external stimulus. Hence, after the test was done, it was 
repeated with the statement to the patient that the examiner wished 
the hand kept in the ice water as long as possible but that the pa- 
tient should feel free to remove his hand whenever he desired. The 
results of this variation were much as might have been expected ac- 
cording to the degree of contact the patient had with reality. The 
schizophrenic patients and neurotic patients varied considerably in 
their type of response. Some of these kept their hands in no longer 
than two minutes, and withdrew with remarks like ‘To hell with it!” 
or ‘It’s too cold! I can’t stand it anymore.’’ Two of the paranoid 
schizophrenics, while enduring the pain, made no move to remove 
their hands but remarked, ‘‘Why do you torture me like this?’’ The 
depressed patients consistently bore the test without complaints ex- 
cept for the one case mentioned. One of the depressed patients with- 
stood the ice water for seven minutes, and her only remark, made with 
a smile, was ‘‘I'll knock you dead for this."’ This remark made at 
the end of four minutes, was accompanied by a fall in the systolic 
blood pressure of twenty millimeters. It returned to the previous 
level immediately. The most frequent type of reaction seen with pro- 
longed immersion of the hand was maintenance of the maximal level 
of the blood pressure. In a few cases there was a compensatory fall 
from the maximal level, and in others a slow rise above that given by 
the initial immersion of the hand. No correlation between these vari- 
ous responses could be demonstrated with either the state of anxiety, 
sensitivity to pain, or any other observable clinical datum. 

Hines and Brown’ stated that patients with neurovascular asthenia 
were hyper-reactors. The indefinite and vague quality of this diag- 
nosis permits no comparable observations from this study. However, 
the possible rdle of anxiety could be investigated. Of the fifteen pa- 
tients in whom anxiety was a prominent clinical symptom six were 
hyper-reactors. 
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The group is not large enough for definite statement, but it appears 
from this series that there is no more tendency for patients with anxiety 
to be hyper-reactors than those of any other non-hypertensive group. 


BLOOD PRESSURE RANGE AND THE COLD PRESSOR TEST 


To our knowledge there has been no report of the statistical correla- 
tion between measurements of the intraindividual variability in blood 
pressure and the individual responses to the cold pressor test. From 
the report of Mueller and Brown! who showed that blood pressure 
range and the deviation from the median reading is greater in the hy- 
pertensives than in the control group, one would expect that there 
would be a high correspondence between the responses of the cold 
pressor test and the variability in diurnal blood pressure readings. 

The data we have accumulated are not sufficiently large to answer 
this question. Furthermore, in this series too many discrepancies 
and p*radoxes were found to warrant any generalizations. An exam- 
ination of our statistics shows that the hypertensives gave the greatest 
responses on the cold pressor test and also had the highest ranges of 
both systolic and diastolic blood pressures, highest median and mean 
pressures, and the greatest deviation from the median if measured in 
absolute figures, such as the quartile deviation. By contrast, those 
showing the lowest reponses in the cold pressor test had, as a rule, 
the lowest ranges of blood pressure, lowest median and mean pressures 
and the smallest quartile deviations. 

The paradoxical reactions, then, are those of particular interest. 
One partient, a schizophrenic woman of twenty-four, whose systolic 
range was 92-106 and diastolic 60-72, consistently showed a fall in 
blood pressure from four to eight millimeters during the test with a 
prompt return to the resting level as soon as the hand was withdrawn. 
Of those with normal blood pressures and ranges who were hyper- 
reactors little can be said except that they may belong in the same 
physiologic group as the normal hyper-reactors of Hines and Brown.‘ 
I should like to call attention to a type of paradoxical reaction not 
hitherto described. Two of the depressed patients had histories or 
evidences of hypertension and abnormal diurnal blogd pressure ranges 
and yet were hypo or normal reactors. A third patient, who was 
admitted to the hospital in an acute confusional state, was the only 
one who showed a definite change in the response to the cold pressor 
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test. Brief case histories will illustrate the paradoxical nature of the 
reactions. 


Case 1. A39-year-old author who had had several severe depressions 
was admitted to the hospital after a suicidal attempt. Psychoana- 
lytic study and treatment showed that his depressions were due to tre- 
mendous hostility toward members of his family which was turned 
against himself. During his depressed periods he made complaints 
about his héart. Throughout his stay in the hospital he had numer- 
ous extrasystoles, but no evidence of organic heart disease can be found. 
His blood pressure range was 128-176/70-112 with a mean and median 
of 150/96. The quartile deviation from the median was in the upper 
range and belonged with the hypertensive group. Yet repeated cold 
pressor tests mever gave a response of more than eight millimeters 
systolic and twelve millimeters diastolic. During the days while he 
was depressed his blood pressure was 170/110 with little variation. 
As soon as he began to feel improved his blood pressure fell. Eventu- 
ally, he made a complete recovery under treatment. Yet, even while 
nearing the close of bis treatment events which would have depressed 
him formerly did not do so, but would cause a rise in his blood pres- 
sure. This case was one of the clearest to demonstrate how repressed 
feelings of hostility bore a direct relation to elevation in blood pres- 
sure. Furthermore, it may be indicated that in this individual the 
vasomotor system was especially reactive to internal stimuli and very 
little to external stimuli, like the standard stimulus of the ice water. 


Case 2. A 48-year-old foreign born woman had lived all the early 
part of her life in extreme poverty as an orphan, had an unusual series 
of severe psychic traumata throughout her life. In an accident she 
lost the sight of one eye. Her marriage turned out to be a failure be- 
cause her Tesbend developed epilepsy. She finally thought she had 
found some comfort in the home of a brother, and then the brother's 
wife became a cardiac invalid. She bore all of her unhappiness with- 
out any show of resentment until shortly after her sister-in-law fell 
ill. She became restless at night and anxious. A physician found she 
had a hypertension (degree unknown). Gradually, her tension and 
anxiety increased, she became depressed and agitated, and was brought 
to the hospital for treatment. 

During her six month stay in the hospital her blood pressure ranged 
from 110/70 to 250/120 with a mean of 174/96. Yet, ten cold pressor 
tests never gave a rise of more than ten millimeters in either the sys- 
tolic or diastolic readings. Even at the times when her blood pressure 
was 110/70 no more rise than ten millimeters could be obtained. 
There was not nearly the correlation with emotional factors available 
in the study of this case as there was in the first cited, but in general 
when she was less agitated and depressed her blood pressure was lower. 
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While she was in the hospital, her sister-in-law died. When she 
was informed of the news, though she showed no immediate outward 
sign of feeling except incredulity and expressions of disbelief, her blood 
pressure immediately rose from 200/120 to 250/120. She finally be- 
came convinced of the truth of the news and began to grieve. Two 
days later in the midst of her severest grief her blood pressure was 


140/100. 


Case 3. A 53-year-old housewife, who had been in good health 
until the death of her mother, two years before admission to the hos- 

ital, became concerned about her health and developed a fear of 

ypertension. Her home life was an er one because of her 
husband's cruelty. She bore his attacks without complaint, but her 
physician noted her blood [peng rising until it reached 200 milli- 
meters systolic. (No record had been kept of the diastolic readings.) 
The night after her last visit to her doctor, when she was told her 
blood pressure was 200 she became acutely psychotic. Her blood 
pressure fell suddenly to 110/40. When she was brought to the hos- 
pital her pressure was 138/ 68. She was delirious, confused, and had 
many hallucinations and paranoid delusions. There was at no time 
evidence of cardiac decompensation. She improved slowly; and her 
blood pressure increased. During her stay the systolic range was 138 
to 170 and the diastolic 68 to 100 with a median of 148/80. In view 
of the history of hypertension it was not surprising that her earlier 
cold pressor tests gave a systolic response of twenty-six millimeters. 
Yet, prior to her leaving the hospital when she was mentally clear, and 
her blood pressure was 140/80, her response to the cold pressor test 
was an entirely normal one of twelve millimeters. This is the only 
case in which so marked a change could be found. 


DISCUSSION 


The point of greatest interest to me in this investigation is the 
possible significance of the above mentioned paradoxical responses. 
Certainly, it is of no great moment for a study to repeat, even with 
new evidence, the well known fact that emotional factors may deter- 
mine rises in blood pressure. Nor is it of great importance to note 
that psychiatric patients follow the normal groups in their responses 
to a standard external stimulus like the cold pressor test. But if it 
were possible to explain, for instance, why five of the schizophrenic 
patients in this series were diastolic hyper-reactors with normal blood 
pressure ranges on the basis of a study of dynamic mechanisms, some 
contribution might be made to the understanding of both syndromes 
(hypertension and schizophrenia). 
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It is assumed, though it can never be proven, that taking numerous 
blood pressure readings on patients at various times is bound to show 
the effects of emotional conflict if there are conflicts reflected in the 
vasomotor system. The experience with some cases indicates that 
this is true. All that can be inferred for this study is that no psycho- 
logical factors could be demonstrated which would show why some 
persons react more to a standard external stimulus than they do to 
emotional stimuli. However, from observing those cases which, be- 
cause of their elevated pressures and abnormal diurnal ranges, should 
theoretically be hyper-reactors but are not, it can be concluded that 
there are individuals who show a much greater vasomotor response to 
internal emotional conflicts than to a standard external stimulus. 
Furthermore, in these cases there is very good clinical evidence that 
the hypertension is directly related to repressed feelings of hostility. 

The following hypothesis is therefore offered as a tentative working 
basis for a future investigation in the problem of the relationship of 
hypertension to emotional factors: that if the response to the cold 
pressor test is normal in a person who has hypertension or abnormal 
diurnal blood pressure range, psychological factors may be assumed to 
be paramount, and bear direct causal relationship to the hypertension. 
This assumes, of course, that demonstrable organic lesions are absent. 


SUMMARY 


1. Fifty-one psychiatric patients were studied in regard to response 
to a standard external stimulus, the cold pressor test, and their diurnal 
blood pressure variations. 

2. The entire group gave responses similar to those of a series of 
non-psychiatric patients studied by Hines and Brown.° 

3. The paradoxical responses were shown to have particular sig- 
nificance from the psychiatric point of view, and it is considered that 
the cold pressor test may be of particular value in signalizing the im- 
portance of psychological factors in those cases of hypertension which 
are not hyper-reactors to the test. 
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EMOTIONAL FACTORS IN HYPERTENSION* 
By Kart A. Mennincer, M.D. 


As I consider the elaborate and thorough-going discussion of renal 
medicine which has been prepared by your committee for this Graduate 
Fortnight, I am appalled at the responsibility which devolves upon me 
as almost the lone contributor to a consideration of the psychological 
factors in disease. That this aspect of the symptom of hypertension or 
of the diseases in which it occurs should have been included on the 
program, even this once, may be taken as an indication of the change 
in medical attitude since those days when a reference to psychology was 
tantamount to a reference to spiritualism or necromancy. If, on the 
other hand, one brief hour out of hundreds devoted to this point of 
view seems disproportionately small, it may be charged in part to a 
lingering reluctance to consider psychology a definite science, and, in 
part, to the far greater precision of the microscope and the test tube as 
compared to our measurements and estimates of human behavior and 
emotion. 

Since I have so large a subject to present in so short a time I cannot 
now analyze further our resistances to psychological concepts in medi- 
cine or refute the impression that the scientific method cannot be and 
has not been applied in psychology as in physiology and chemistry. 
I shall indicate first the point of view which I think probably cor- 
relates the psychological, physical, and chemical findings in disease; 
then I shall present some of the psychological data which have been 
accumulated concerning the subject of hypertension, abbreviating the 
physical and chemical aspects which have been so excellently presented 
in previous lectures here. I shall indicate some of the practical diffi- 
culties in arriving at more definite and exact conclusions than we can 
offer at the present time, and, finally, I shall submit a few practical 
suggestions. 

Point of View: I truly believe that the word psychogenic has done more 


* Presented before the New York Academy of Medicine: Graduate Fortnight, No- 
vember 5, 1937 and published in the Bulletin of the N. Y. Academy of Medicine, 
14: 198-211, April 1938. Approximately simultaneous publication in the Bulletin 
of the Menninger Clinic is by arrangement, through the courtesy of the Editors of 
the N. Y. Bulletin. 
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to confuse the issue of the emotional factors in disease than to clarify it. 
Psychogenic as applied to an illness implies that the disease arises 
some way or other in the patient's mind and, with the persistent 
medieval concept of mind which prevails not only in medical thinking 
but elsewhere, this is equivalent to saying that some diseases are con- 
sciously or unconsciously conjured up out of ‘‘mind-stuff’’ and de- 
posited upon a surprised and unwilling body which functions accord- 
ing to physical and chemical laws independent of psychological laws. 
As one intensely interested in studying the emotional factors in dis- 
ease, and one who has proposed numerous postulations concerning the 
contributions of these factors to disease, I should like to make the bald 
statement that I do not believe that any disease is psychogenic. 

Such a one-sided attitude is no better than that held by the clinician 
who totally ignores the psychological factors in disease and thinks of 
disease solely in terms of physics and chemistry. For I do not believe, 
either, that any disease can be accurately described as physiogenic or 
chemogenic. Physics overlaps chemistry and both overlap psychol- 
ogy, but the laws of one are not the laws of the other in our present 
state of knowledge. The time may come when we may describe in a 
single mathematical language a stone in the kidney, an antitoxin in 
the blood stream, and the reactions of a child who sees his mother 
strangled. But at the present time we scientists must profit by the 
example of Aesop's six blind men and the passing elephant. We must 
each lay our hands upon it from the vantage point that is ours and, 
by comparing results and trying out hypotheses to explain the dis- 
crepancies in our observations, instead of contradicting and ignoring 
one another's data, we may avoid the ignominious errors of the six 
blind philosophers. 

My feeling is that as a result of traditional medical education, most 
patients are examined physically and chemically but not psychologi- 
cally. We would call a man a quack who treated a case of appendicitis 
after making a psychological examination but no physical examina- 
tion; why should we condone the treatment of a case of anxiety hys- 
teria after a physical, but no psychological examination? If we truly 
subscribe to the theory that in every disease the proper investigation 
would uncover psychological as well as physical and chemical features, 
we must believe in the existence of a special psychology for every 
disease. Perhaps the medical textbook of the future will systemati- 
cally supply these. For the present, we must content ourselves with a 
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much better knowledge of the psychology of certain kinds of indiges. 
tion, for example, and even of gastric ulcer, than of the psychology of 
chronic nephritis or carcinoma. And now for the psychology of 
hypertension: 

Hypertension is, of course, not a disease but a physical condition 
which is easily ascertainable and measurable. Parenthetically, | 
have often wondered if the introduction of the sphygmomanometer 
has not killed more patients than it has saved. In our search for defi- 
niteness in biological science, it is ditiicult to remember that precision 
in measurement is not equivalent to accuracy in interpretation. The 
feeling of security which followed the introduction of this ingenious 
device of Riva-Roci and von Basch led us astray and numbers became 
more important than meaning. Many a doctor has frightened his 
patients to bed if not to death with an ominous and incorrect inter- 
pretation of the incontrovertible figures of the dial or mercury column. 

But hypertension is a condition in which not only the physical but 
also the psychological factors are readily recognizable, although the 
latter are not so easily measurable. The parallelism of blood pressure 
fluctuations and emotional fluctuations was one of the early physio- 
logical correlations.* 


* The influence of the theories which embodied the organic explanation for the 
increase in peripheral resistance in primary hypertension has not as yet been erased. For 
this, the term hypertension itself is largely to blame in that it implies a static phenome- 
non. The lability of the blood pressure, first recognized by Gumprecht®, emphasized by 
Mosenthal and Short*? is the most singular characteristic of essential hypertension and is 
not sufficiently appreciated. These striking fluctuations of the blood pressure imply a 
morbid physiology, only the sequelae of which can be anatomical. In the opinion of 
Kylin"* this lability of the blood pressure is explainable only on the basis of a vasomotor 
disturbance, which is in accord with the view of Norris** and his associates who state 
that the vasomotor mechanism in patients with essential hypertension is sensitized and 
that hypertension in those instances is simply an exaggeration of a normal physiological 
blood pressure response. © These contentions are substantiated by the findings of Mueller™ 
that the diurnal and nocturnal fluctuations in blood pressure in normal individuals and in 
patients with essential hypertension differ only in degree, and that patients with essential 
hypertension show extreme feactions to stimuli which in normal persons would cause only 
mild reactions. That is to say, the blood pressure responses to emotional stimulation in 
the hypertensive and in the normal individual are qualitatively the same, the difference 
being only from a quantitative standpoint. That the ordinary and usual incidents of 
life provide stimuli sufficient to gause marked fluctuations in the blood pressures of pa- 
tients with essential hypertensioh has been demonstrated by Brown,’ O'Hare*s, and 
Mosenthal and Short.” 
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Of course we have learned a good deal about blood pressure since 
those earlier days.* We—or some of us—have ceased to look so assid- 
uously for a “‘cause’’ of hypertension and have sought rather to under- 
stand its total significance. From the physiological and anatomical 
standpoint, we are quite generally agreed that it is due to vasocon- 
striction and that the vasoconstriction is due to sympathetic stimula- 
tion and parasympathetic inhibition. That these effects accompany 
or are accompanied by emotion is also generally accepted. 

Whether the emotion is a cause or an effect of the hypertension still 
seems to puzzle many writers. On the one hand, many physiochemi- 
cal researches proceed as if the emotional reactions were by-products. 
On the other, many practical procedures such as the lie detectort 
proceed upon the assumption that emotional disturhances can cause 
blood pressure fluctuations. 

At this point may I refer again to the elephant and the six blind men. 
I see no reason why we should feel it necessary to seek for first causes 
when our daily experience, if not logic and philosophy, convince us 
that none such exists! What impresses some physicians who palpate 
the elephant is the fact that they find certain definite, characteristic, 
structural and chemical pathology in advanced and fatal cases of hy- 
pertension. What impresses those who have made psychological 
examinations of the same elephant is three-fold: 

(1) The fact that transient hypertension may be induced in persons 

by emotional stimulation. 

(2) The fact that some of these cases show gross pathology of emo- 

tional status or reactions. 

* To the older writers, of course, hypertension was primarily a disease of the blood 
vessels of the kidneys which in some toxic or mechanical way affected the rest of the vascu- 
lar tree; when this theory was exploded by further clinical studies the blame was put 
upon the suprarenals. Later guanidine, cholesterol, peptone-like substances, the potas- 
sium-calcium ratio, to say nothing of alcohol, tobacco, hypoactivity of the carotid sinus 
and numerous other agents were inculpated, one after another of which has been dis- 
proved as the fundamental etiologic bases of arteriolar hypertension”®. 

t The theory upon which the deception test is based was suggested as far back as 1600. 
Hugo Muensterberg of Harvard suggested the use of an instrument for recording blood 
pressure, pulse and respiration for the detection of guilt in 1907, and in 1914, Marston 
experimented with a blood pressure technique for detecting deception. Larson"®. 1%, 17 
continued the work under direction of Chief of Police August Vollmer in Berkeley, Cali- 
fornia, and succeeded in establishing a successful technique. Keeler!® designed an in- 
strument for recording simultaneously the blood pressure and respiration over a period of 
time which is widely used today. (See also Inbau'?.) 
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(3) The fact that chronic hypertension may sometimes by reduced 
by various procedures essentially psychological in nature. 
Without attempting to solve the riddle, which may be, after all, 
like the riddle of the priority of the chicken or the egg, I propose to 
devote my remaining time to an examination of these three sources of 
psychological data. 


I. TRANSIENT HYPERTENSION IN NORMAL PERSONS 


I have already discussed this briefly. The only point I would add 
here is an echo of what is now becoming increasingly familiar to al] 
investigators; namely, that we do not know very definitely what a 
normal blood pressure curve looks like, since single readings are almost 
meaningless and continuous readings almost impossible to obtain, 
Hence hypertension is a relative term of great inexactness. I have 
seen the systolic blood pressure of a patient who was being examined 
by an assistant mount fifty millimeters of mercury merely as a result of 
my entrance into the room. We have no way of knowing how much 
it may have mounted previous thereto as a result of my assistant 
entering the room, or as a result of applying the cuff. The practical 
utility of the lie detector has been proved, but what we do not know 
is how much the anticipation of applying the lie detector may have 
affected the arterial tension in the first place. Of course this does not 
invalidate the test. I simply mention it to show that until we are 
able to take a patient's blood pressure without his knowing that we 
are taking it, we have no way of knowing what it was. We do know? 
that the blood pressure of a person with what we call normal vaso- 
motor stability usually rises with certain emotional states, which may 
be experimentally stimulated, and returns rather promptly to a lower 
point. Toexplain a systematic elevation of blood pressure it would be 
necessary tO assume a continuous series of such stimuli. This, of 
course, is one deductive theory offered to explain the relation of the 
emotional pathology found in actual cases of hypertension to that 
hypertension. We shall look next at some of these cases in which 
this continuous or chronic emotional pathology has been found. 


2. EMOTIONAL PATHOLOGY IN HYPERTENSION 


We psychiatrists sometimes reproach internists for their apparent 
disinclination to seek for the psychological data which might be re- 


rent 
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lated to the continuous autonomic stimulation which results in the 
continuous splanchnic constrictions, which result in the hypertension. 
I want to withdraw all my reproaches, because I can testify from per- 
sonal experience that collecting data regarding the emotional factors 
in hypertension is for many reasons an exceedingly difficult task. 

For one thing, one must distinguish between conscious and uncon- 
scious emotional factors. It is hard enough to uncover the conscious 
emotional pathology of a patient and to evaluate its strength, its 
effect upon his total personality and upon his vascular tension in par- 
ticular. It can be done, usually, if one has the patience to listen to 
what the patient has to say. But it is still harder to get at the uncon- 
scious emotional factors, those which the patient cannot tell us about 
even if he would. This requires the psychoanalytic technique, and, 
therefore, a great amount of time. 

It is very hard, too, to separate the emotional factors stimulated by 
the physician himself and by the whole program of examination and 
treatment from those more continuously operative. Again, even when 
one discovers and evaluates the emotional factors in a particular case 
quite definitely, it is exceedingly difficult to show except by deductive 
hypothesis just how or how much these things affect the blood pres- 
sure. It is impossibly absurd, for example, for a psychoanalyst who is 
listening quietly to a patient who, with sobs and tears, is confessing 
some poignant source of anxiety, to interrupt this by leaping from his 
chair to seize and apply a sphygmamonometer. Or consider this 
complication: I was conversing with a patient with very severe hyper- 
tension while an assistant took blood pressure readings regularly every 
two minutes. The patient had voluntarily renounced smoking after 
many years of heavy addiction. 1 proposed that we observe the effects 
of smoking a cigarette and he willingly cooperated. My assistant re- 
doubled his efforts to make accurate consecutive readings. While we 
were waiting for the cigarette *‘to take effect,’’ my patient suddenly 
remembered a distressing occurrence which had taken place in his 
home the previous week and began to relate it in detail. His systolic 
blood pressure rose thirty millimeters of mercury but whether from 
the cigarette or from the recollection, who can say? 

Nevertheless, in spite of all these difficulties some definite psycho- 
logical studies have been made both of the conscious and of the un- 
conscious emotional factors in hypertension and some fairly definite 
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tentative conclusions arrived at. Wolfe*, Dunbar*-’, Hill'®, Stevens?7, 
Solomon®:**, Fentress**, Darrow*, Alexander', Moschcowitz*!, Fah- 
renkamp, Alkan, Schultz, Moos, Miiller, Mohr, and other writers 
have reported such studies. The findings correspond fairly well. 
They indicate that patients with hypertension are characterized by an 
external poise, often gentleness and amiability, beneath which there 
exists a strong undercurrent of fear which arises from the existence of 
strongly repressed aggressions, usually dependent upon resentment 
over threats to the patient's dependent security. To re-phrase this 
rather condensed statement by a paradigm, I should say that hyperten- 
sion might be expected in a patient whose early childhood was threat- 
ened by poverty, death or other disaster whereby he was forced into a 
premature self-reliance which later shows itself in the form of more or 
less external (material) success, but accompanied by a constant inter- 
nal anxiety set up by actual or fantasied threats to his security. Upon 
examination such patients completely deny or reject all suspicion of 
resentment, hate or fear but describe situtations in which such emo- 
tions could not but be stimulated. Continued study of such patients 
often evokes, suddenly and sometimes to the patient's great surprise, 


* Wolfe?’ studied hypertension cases in the medical department of the Columbia Medi- 
cal Center. He believes that the development of hypertension is the result of repressed 
(i.e., unconscious) emotional factors, chiefly aggressions, hatred, and guilt feelings. 

To what extent this situation is specific we are not ready to say. It seems note- 
worthy, however, that successful handling of this factor alone . . . surprisingly often 
leads to improvement or even symptomatic cure, although the fundamental neurosis may 
not have been adequately treated."’ He cites a case of a single man of 25 admitted to the 
hospital for hypertension, his blood pressure being inthe neighborhood of 160/go. “He 
also had some fears of fainting and was found also to have deep but largely repressed re- 
sentment and hate. His dreams, for example, were of a predominantly sadistic-maso- 
chistic character. After three months of superficial psychotherapeutic treatment em- 
phasizing relaxation, his blood pressure was reduced to 136/88. 

Dunbar*, working in the same clinic, reports among others a case of hypertension in a 
married woman of 39. Her blood pressure on admission was 190/100 and was said to have 
been higher previously. A careful psychiatric study showed that there was much reason 
for the existence of great resentment, anxiety and hostility and when these tendencies 
were to some degree brought to consciousness and related to her symptoms, she showed 
a marked improvement in her external adjustments and coincidentally a drop in her blood 
pressure to an average of 130/90. This was accomplished in a few months, which is 
rather extraordinary in view of the fact that she had been an invalid on account of such 


symptoms for the preceding eighteen years. 
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frank avowal of such feelings, and then, the real (i.e., the original) 
reasons for them. 

I remember, for example, a dramatic experience with a patient, an 
author, who came to us because of the sudden loss, two years pre- 
viously, of her ability to write. It was discovered incidentally that 
her systolic blood pressure readings were continuously over 200 mm. of 
mercury. After a few introductory sessions in my office during which 
she was pleasantly, but irrelevantly, communicative, she suddenly 
asked for paper and pencil, ceased talking and began writing auto- 
matically. The handwriting was not her own and the communica- 
tions were signed by a strange man. She had never done this before. 
She dashed off hundreds of pages in this way during the next few weeks. 
She was amazed at what she wrote since it concerned herself, inti- 
mately, and while she was able to confirm its truth after she had 
written it, she insisted that she had known nothing about it prior to 
the automatic writing. Among other things she confessed frank 
wishes to kill her mother for reasons, also given, which seemed at 
least partially to justify such wishes. She ultimately regained her 
ability to write professionally and, incidentally, her hypertension 
diminished. 

A more characteristic example is that of an old maid who for thirty 
years had been the trusted private secretary of the executive head of a 
large business. Apparently he had supreme confidence in her and was 
absent from his office weeks and even months at a time. Much as she 
appreciated this confidence, however, and great as her admiration and 
respect for her employer were, she was exceedingly distressed by the 
growing rebellion of factions in the business which threatened to 
overthrow his control of it, and, incidentally, remove her from her 
position. When she would appeal to him to return and assume the 
responsibility of controlling the business, he would reply that he had 
confidence that she would do the right thing. This she felt totally 
unequal to, but never one word of criticism or reproach of her employer 
would pass her lips even in the intimacies of a professional ccnsulta- 
tion. This repression and psychic tension was associated with a high 
degree of arterial hypertension. 

Along the same line I might m-ntion that in several cases in which I 
have made blood pressure readings in connection with psychoanalytic 
treatment I have observed a temporary increase of blood pressure for 
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several months toward the end of the analysis, corresponding with the 
resentment and fear experienced by the patient over the contemplation 
of being extruded from the protective care (as he envisages it) of the 
physician. Of course an analysis is incomplete if this fear and con- 
comitant hypertension have not receded as the patient takes a more 
realistic view of the situation and increasingly utilizes his capacity for 
directing his hostilities into useful channels, thereby also reducing his 
feeling of helplessness. 

The objection may be made that cases of hypertension studied by 
psychiatrists are exceptional in nature and hence not suitable material 
from which to draw general conclusions about hypertension. With- 
out conceding this to be a valid objection, I personally undertook, as 
have some other psychiatrists (op. cit), to make psychological studies 
of cases, referred by some cooperating internists for this purpose only. 
My purpose was to see if a week's intensive study would lead to any 
inferences as to the probable nature of the unconscious material, and to 
any practical conclusions as to the significance or potency of the con- 
scious emotional factors. I had in mind the opportunities and neces- 
sities of the average general practitioner or internist to whom we psy- 
chiatrists are constantly commending the desirability of searching for 
and dealing with the emotional factor in disease. What could a doc- 
tor who was trying to do this see in cases of hypertension, carefully 
studied, and what, further, could one with psychoanalytic experience, 
justifiably infer or suspect? 

An illustrative case can be mentioned briefly. A married woman of 
51, with a blood pressure averaging 183/104 and with occasionai 
readings much higher, had a fairly characteristic psychological pic- 
ture. She was an exceedingly gracious and dignified, composed per- 
son, amiable at all times under the varied experiences of a complete 
psychiatric examination. For ten years she had been the executive 
head of a large international organization and had traveled extensively 
in Europe, Asia, and all parts of this country making addresses at large 
and small meetings. She was married to a physician twenty years 
her senior. Two years prior to the discovery of her hypertension he 
had been removed from a position which he had held for many years 
and was attempting to make a living for his wife and himself by the 
re-establishment of a private practice. Progressive loss of vision made 
this still more difficult. The frequent public appearances which his 
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wife was obliged to make in connection with her work required an 
expenditure for clothes at a time when it was even difficult to buy 
sufficient food. This financial restriction in conjunction with her 
pride and the necessity for making a good appearance before her 
townspeople and her organization was an increasing source of con- 
scious anxiety to her as was also the increasing age and anticipated 
helplessness of her husband. As she was discussing this latter point 
her systolic blood pressure mounted to 238 millimeters. Consciously, 
of course, it would have been absurd for her to blame her husband for 
their predicament but the unconscious is not guided by any such rules 
of justice or fair-mindedness. Hence her hostility was repressed; 
the inner psychological tension paralleled the high arterial tension. 


3- THERAPEUTIC EFFECT OF PSYCHOLOGICAL TECHNIQUES IN HYPERTENSION 


In referring to the work of various authorities with hypertension 
cases, I have not mentioned the frequent reports of cases benefited by 
psychotherapy, the third fact which impresses the psychologically 
minded observer. Some of these are very striking; Hill’, for example, 
reported a case of a man of thirty-two who for fourteen years had been 
known to have hypertension. This patient was under treatment by 
psychoanalysis and following one particular day's treatment, the de- 
tails of which have been completely reported by Hill, his blood pres- 
sure fell an average of 180/120 to 145/90 and thereafter never exceeded 
135/90 and was frequently read as low as 125/85. No other treatment 
was administered and there was no change in his habits of living. I 
myself have reported a few cases!® and I have already referred to the 
fact that frequently patients show a rise and then a fall in blood pres- 
sure near the termination of an analysis. This observation has been 
confirmed by an ingenious piece of clinical research reported by an 
internist, David Ayman‘ of Boston. Ayman was impressed by the 
widely varying reports of the successful treatment of essential hy- 
pertension by many different drugs and methods. He carefully an- 
alyzed thirty-five research projects of this type and discovered that in 
practically every article complete or partial symptomatic relief was 
reported in spite of the enormous range of treatment methods. He 
noted, also, that complete failure was seldom reported. He concluded 
that there must be some common factor associated with the adminis- 
tration of these various treatments which was not recognized by the 
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experimenters, and as a research project studied the effect of the ad- 
ministration of a placebo (dilute hydrochloric acid). As minimal 
criteria of a diagnosis of essential hypertension he insisted that the 
patient should have had at least five abnormally high readings of blood 
pressure and that they shouid have been observed for at least two 
months prior to the beginning of treatment. An otherwise unselected 
group of forty patients was then treated and followed. Thirty-three 
of the forty patients showed definite improvement, i.e., the treatment 
was 82 per cent successful. The symptoms were relieved and the blood 
pressure fell, however, with a considerable disparity in the parallelism 
of the two factors. 

Ayman was convinced that the common element in the treatment to 
which the patients responded with so much benefit was that of ‘‘the 
enthusiastic giving or doing something for the patient.’’ His point 
is that treatment, regardless of its nature, benefits the hypertensive pa- 
tient. Not being a psychoanalyst or psychiatrist, he does not inter- 
pret this in terms of the transference effect with which we are so fa- 
miliar, but makes it clear that the patient feels better because he is 
now under the protective observation of an individual of authority who 
takes an interest in him. 

How closely this corresponds to the psychoanalytic findings already 
reported scarcely needs elaboration. If even the placebo of dilute 
hydrochloric acid used by Ayman is sufficient to give 82 per cent of 
success in treatment of the symptoms with an unrecorded percentage of 
success in the reduction of the blood pressure itself, one must assume 
that some emotional experience takes place which lessens the symp- 
toms and the tension and presumably this is brought about by a les- 
sening of some inner tension which the patient unconsciously main- 
tains.* 


* We might here examine the thesis set forth by some of the more progressive intern- 
ists (see Allen, ops cit, ef a/.) to the effect that hypertension probably arises upon a “‘con- 
stitutional,"’ i.e., hereditary, basis which is designated as the specific factor, and to which 
some non-specific factors, toxic, psychic, or mechanical, are added to produce the final 
result. There is very good evidence for this view, particularly the frequent occurrence of 
hypertension in certain families, the evidences of predisposition to hypertension in certain 
individuals who show the vasomotor hypersensitivity indicated by the Hines-Brown 
Test. On the other hand, é¢ és well-known that Negroes and Chinese do not in their native 
countries develop hypertension. It is also well-known that people of these same races do 
develop hypertension in the United States or under other circumstances of occidental 
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These are the aspects of the elephant that impress the psychologi- 
cally minded. How they are to be correlated ultimately with the 
physical and chemical findings, I do not know. There is, however, 
a theory that would adequately reconcile some of the discrepancies 
in our viewpoints. Let us think of the physical observations in re- 
gard to hypertension as one aspect of the disease and let us think of 
the chemical observations that have been made regarding it as another 
aspect and let us think of the psychological observations as still 
another aspect. Let us refrain from assuming that any one of these 
is responsible for the others. In other words, let us not attempt to 
explain the irritability of the hypertension patient as due to his tension, 
and let us not explain the hypertension as due to guanidine or disturb- 
ance of the potassium-calcium ratio or anything of this kind; let us 
not explain the kidney changes as due to the arteriosclerosis or vice 
versa. In these fields let the descriptions stand by themselves and let 
us look for something back of all of these observations which may be 
regarded as a co-ordinating determinant. This, I think, is the value 
of the concept of primary constructive and destructive tendencies with 
which we are familiar in metabolism, the phenomenon of inflamma- 
tion, the chemical process of ionization and certainly in the field of 
behavior. Lack of knowledge precludes our finding very apt words 
to describe it and perhaps Freud's choice of the expressions ‘‘life 
instinct’’ and ‘‘death instinct’’ was not the most fortunate one. But 
certainly the idea of two opposed but interacting forces, one in the 
direction of life and creativeness, and one in the direction of death 
and destruction, manifesting themselves in physical, chemical, and 
psychological phenomena, lends itself in a very fruitful way to our 
problem. What we call physiological and chemical and psychologi- 
cal observations are all interrelated mechanisms resulting from in- 
stinctive drives originating deep in the structure of the personality. 


culture. This fact is rather devastating to the constitutional or specific theory. It is, 
on the other hand, entirely understandable from the standpoint of the psychogenic 
theory. This will require some explanation because one’s first thought is that certainly 
the Chinese in China and the Negroes in Africa have plenty of occasion for fear in those 
countries, perhaps even more so than in this country. But there is one source of fear 
from which the Chinese and Africans do not suffer under the domain of their native civi- 
lization which they do experience in ours and this is the anxiety arising from the strong 
super-ego development which the occidental civilization induces. 
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PRACTICAL SUGGESTIONS 


Whether this theory is correct or not, it has at least two pragmatic 
evidences of validity. 

In the first place, it has been definitely demonstrated that a passive 
conversational approach to a patient often enables the release of some 
resentment (and hence of the necessity of some repression, and of some 
fear) and this decrease in psychic tension should be reflected in a de- 
crease of vascular tension. Whether clinicians agree with the explana- 
tion or not, there is general agreement in the literature as to the ob- 
servation and, therefore, as to the therapeutic validity of this method 
of treatment, a method which, nevertheless, is shockingly neglected. 
To put it in plain English, physicians may definitely relieve hyperten- 
sion by giving the patient a quiet, non-critical, sympathetic audience. 
All reference to the degree of hypertension, its potential dangers, its 
complications, is omitted from the conversation. The effect is not 
one of suggestion: It perhaps needs to be said that for such patients 
encouragement about the reduction of blood pressure is not necessarily 
good therapy; in his unconscious each patient needs his symptoms and 
to encourage him to think that these symptoms are disappearing with- 
out a perceptible reason may undo the good done. 

Another practical suggestion: There is much reason to believe!®.?° 
that self-directed aggressions can be turned outward by the authority 
of the physician and if our theory has validity, any extroversion of 
the aggressions which is not mechanically too strenuous should be of 
benefit to the patient. In other words, instead of forbidding exercise 
to a hypertension patient, often it should be recommended; instead of 
prohibiting work, it should be insisted upon. I am confident that the 
death of some hypertensive patients is hastened by physicians who re- 
move from them the only available or acceptable forms of aggression 
to which they have had access, i.e., golf, walking, or hard work at 
the office. Many internists know this intuitively and I have heard 
them cavil at those colleagues who still preserve a childlike faith in 
the so-called ‘‘rest cures."" My own clinical experience with hyper- 
tension is not sufficient to know how generally correct or incorrect it 
is but certainly the psychological theory is all on the side of those 
who advocate mild* exercise and continued work and regard the for- 
bidding of these things as the greater hazard. 


* Of course one can overtax long-weakened vessels. 
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CONCLUSIONS 


No one man can see enough patients representing any one syndrome 
to draw any final conclusions about it. When I consider the millions 
of patients who exhibit the symptom hypertension and compare those 
with the paltry few that I myself have observed or even the few 
thousands that all the psychiatrists together have seen and examined 
psychologically, I realize that we must rely upon deductive theory 
rather than upon inductive positiveness for our working hypothesis. 
What some of us have observed, who see with psychological eyes 
(or, to retain my metaphor, who feel with psychological hands), I 
have tried to set forth briefly. I have even hazarded a theory of 
reconciliation of the known facts. I shall continue to listen with 
the utmost interest to what our colleagues have to say about the 
physical and chemical aspects of the same condition as observed in 
their researches. Perhaps after many years of continued study and 
comparing of notes we shall have arrived at a comprehensive view of 
the condition in which arterial hypertension is one symptom. 
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A NOTE ON THE TREATMENT OF SCHIZOPHRENIA* 
By Cuaries W. Tipp, M.D. 


I should like to outline and discuss briefly some ideas concerning the 
treatment of schizophrenia, particularly with reference to the applica- 
tion of psychoanalytic principles in the general hospital care of schizo- 
phrenic patients, and to the use of the psychoanalytic method in in- 
dividual cases of schizophrenia. 

The natural result of an extremely pessimistic attitude toward the 
treatment of this disease is seen far too frequently in the picture of the 
patient who is simply put away to vegetate. We at the Menninger 
Clinic think that the possibility for some measure of reconstruction 
is too great simply to leave these patients alone. 

We believe that the treatment of a schizophrenic should begin at 
the time the patient enters the hospital and earlier, if possible. The 
plan of treatment is changed as additional information about the pa- 
tient becomes available, and with this idea in mind every possible 
source of information concerning the patient is investigated. 

In the study of the schizophrenic patient we feel that particular em- 
phasis should be laid on obtaining the historical data and in this first 
step of the study, psychoanalytic experience indicates the specific 
factors about which special inquiry should be made—parental atti- 
tudes, sibling rivalries, and other emotional relationships especially. 

The examination of the patient includes as complete an evaluation 
as possible of the various aspects of the personality: physical, chemical, 
intellectual, emotional, and behavior. The form of the examination 
of the patient depends largely on the two persons involved—the pa- 
tient and the examiner; one thing that can be said about it in general 
is that the less ‘‘formal"’ the examination, the better. There is no 
question but that the initial contacts with the patient may determine 


* Read as a part of the round-table discussion on Schizophrenia at the Thirty-Ninth 
Meeting of the American Psychoanalytic Association, December, 1937, Washington, 
D.C. 
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to a great degree the success of the final outcome of the treatment, and 
from this point of view the examination of the patient is distinctly a 
part of the treatment. 

From the data of the history and the examination, we have found 
it helpful to work out an ‘‘Interpretative Diagnosis.’’ This includes 
a summarized statement of the etiological factors, known or suspected; 
the structure of the illness; and finally a formulation of the dynamics. 
This interpretative diagnosis is, essentially, the psychoanalytic sum- 
mary of the available data. Usually it is far from complete, but very 
often it indicates the more obvious factors in the causation of the ill- 
ness, how these factors have operated, and the final effect on the pa- 
tient. From this summary it is often possible to determine a therapeu- 
tic aim. For instance, in addition to the need for the patient to be 
helped back to some appreciation of reality on any level, there may be a 
fairly clear indication that the condition of the patient could be im- 
proved by devising some means for him to express aggressive feelings. 
Or, there may appear a more immediate need for love; or there may be 
a combination of these two needs. 

Specific, personal information from the history and examination may 
suggest some means of carrying out the therapeutic aim. Carefully 
considered orders to the nurses and to therapists in several activities 
serve to establish acommon aim. By means of daily conferences with 
the nurses and therapists, this aim may be constantly emphasized and 
altered when necessary. In connection with such a program, psy- 
chotherapy may be begun by the physician. 

Before discussing the psychotherapy, let me illustrate the manner in 
which the general hospital plan of treatment operates. For instance, 
in a patient who has been studied there may have been discovered some 
special group of frustrating circumstances in close association with the 
outbreak of the illness, such as repeated defeats in a situation of sibling 
rivalry, which served to stimulate an unbearable tension of hostility. 
In such a case it may be possible to reach the patient by carefully build- 
ing up a program in which expression of the hostility is encouraged 
toward some substitute in the environment with corollary measures to 
supply the patient with attention and love in a way which will avoid 
the production of intense guilt feelings or fear of retaliation. The 
first attempts in such a program may have to be quite general, but as 
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more is learned about the patient, more specific measures may be 
instituted. 

Because of the schizophrenic patient's withdrawal from object at- 
tachments, the idea of attempting to gain his cooperation may strike 
one as being practically useless. And, of course, it is at exactly this 
point that any psychotherapy must start; that is, some contact of some 
kind must be set up between the patient and the psychotherapist. 
Experience has shown that often times a meager contact can be fostered 
and encouraged so that it grows and becomes stable enough to warrant 
the modified use of the analytic technique. 

It seems to me that it might be well to emphasize that the modifica- 
tion of the technique to fit the patient and the situation is the impor- 
tant thing. That is, the technique should be considered as a pliable 
and elastic instrument which can be shaped and applied rather than to 
think of a special modification to be used in treating all schizophrenics. 

The importance of carefully guarding the transference situation in 
every analysis is well known, of course. In working with schizo- 
phrenics, because of the tenuous nature of the transference, it is doubly 
important to guard it carefully, and I believe that it is in this connec- 
tion that the greatest modification of the technique occurs. Instead 
of the ‘‘impersonal attitude’’ which usually is used in the orthodox 
analysis, the analyst approaches the patient on the patient’s own 
ground in terms that the patient is capable of utilizing. For example, 
it was possible to begin work with one patient who had withdrawn 
almost completely, only at an extremely low level. In this case, in 
the beginning, the analyst used grunts at times to answer similar sounds 
from the patient, 4 /a Ferenczi. The material indicated that the pa- 
tient felt that he was an infant, a conception of himself which per- 
mitted the powerful sadistic fantasies which had driven him to the 
regression. 

In this particular case it was possible to see the patient advance to 
the point that he could express in words a small amount of the feeling 
that terrified him. Figuratively the patient ‘‘learned to walk,"’ at 
first with faltering footsteps and many falls. During this time the 
analyst attempted always to keep in mind the patient's narrow hold on 
reality and to avoid forcing him beyond the limits of that hold. 

As the work progressed, there were innumerable questions, all of 


nd 
ra 
nd 
les 
d; 
m- 
ry 
ll- 
be 
be 
ay 
ly 
es 
th 
id 
y- 
in 
1¢ 
1g 
y. 
d- 
-d 
0 
id 
as 


g2 CHARLES W. TIDD. 


which were answered. More and more the patient's hostility was 
directed against the analyst and as this was interpreted the patient's 
grasp of reality increased. Gradually he began to turn his aggressive 
energy into work, and to make other adjustments which enabled him 
to live with other people. 

I realize that there is nothing particularly novel in this statement; 
it represents crudely the attempt of any analysis. The main difference 
is, I believe, that because of his reduced capacity for object attach- 
ments, one has to utilize with such a patient any possible means to 
establish a contact in the beginning, and that a preliminary period is 
necessary during which the patient's ego must be built up suffici- 
ently so that he can grasp, to some extent, the significance of the im- 
mediate situation, that is, the relationship between himself and the 
analyst. 

With some idea of the strength of the Id forces and of the de- 
fenses against them which have resulted in the shattered ego, the 
analyst can begin the attempt with three possible openings: 

First, by the use of any measure which serves to soften the harshness 

of the super-ego. 

Second, by facing with the patient the id forces and examining them 
without fear. 

Third, by interpretation of the nature of his fear (keeping in mind 
the patient's capacities), and thus aiding the patient's ego in its 
reintegration. 

Another question has arisen recently in connection with the treat- 
ment of schizophrenia and that concerns the use of shock treatment. 
Our experience with this form of treatment has not yet been completely 
evaluated, but this much we know: that some of the results, particu- 
larly with metrazol, have been astonishing. Our feeling at present 
is that the general plan of treatment that I have already outlined 
should be instituted and the condition of the patient watched care- 
fully. After an indefinite period of time, if there seems to be no 
change in the patient's condition, then shock treatment is considered. 
In the event that shock treatment is started, the other treatment meas- 
ures are continued. Though this may obscure the decision as to the 
relative values of the various measures, we feel that there is no reason 
to rely entirely on a method, the mechanism of which certainly is not 
clear. And there is some evidence to indicate that psychotherapy is 
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of value during the time that the patient is getting the shock treatment. 
In particular, several of the patients have complained rather bitterly 
of an extreme terror shortly after experiencing the convulsion, and 
they appear to want to talk with the psychotherapist about it. Also, 
many of these patients seem to have been shocked into an accessibility 
that was not present before the administration of the drug. 

In conclusion, I would like to say only that in contradistinction to 
the pessimistic attitude of some as to the successful treatment of schizo- 
phrenia, we feel that definitely positive results are frequently obtained 
and that continued work along psychoanalytic lines offers the possi- 
bility of even better results. 
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BOOK NOTICES 


Concepts and Problems of Psychotherapy. By Letanp E. Hinstz, M.D. 
Price $2.75. Pp. 199. New York, Columbia University Press, 


1937. 

The author has given a simplified though somewhat ambivalent 
presentation of psychoanalysis and psychobiology, including a few 
words about the ideas of Jung and Adler and a collection of statistical 
studies regarding the recovery rate by various therapeutic means. 
Except for the latter there is nothing new in the book. The author's 
viewpoint is summarized in the statement that psychoanalysis gets 
rid of liabilities and psychobiology capitalizes on assets. He errs in 
inferring that all psychiatrists who are not psychoanalysts are psy- 
chobiologists. (W.C. M.) 


Psychology of Personality. By Ross Stacner, Ph.D. Price, $3.50. 

Pp. 465. New York, McGraw-Hill Book Co., 1937. 

This is a welcome departure from the flood of “‘mental hygiene’’ 
and ‘‘self-improvement"’ books. Personality is defined in terms of 
those responses which give the individual his particular stimulus 
value. Fr 2 of personality are always sacs to a certain 
standard of culture. A feature of this book is its treatment of the cul- 
tural determinants of personality. The seneg * is made to relate the 
psychology of personality to the psychology of learning. (W. A. V.) 


Primitive Intelligence and Environment. By S. D. Porrteus, Ph.D. 
Price, $3.00. Pp. 318. New York, The MacMillan Co., 1937. 
Porteus in this study attempts to demonstrate the presence of char- 

acteristic mental traits in the comparative study of the Australian 

aborigines and the African Bushmen. Using various psychological 
tests, he believes he demonstrated differences altho the Australian 
aborigines, living in an unfavorable environment from which the 
made no efforts to escape, made better scores by white men's stand- 
ards than did the more artistic and warlike Bushmen. (R. T. M.) 


Practical Neuroanatomy. By J. H. Grosus, M.D. Price, $6.00. Pp. 
256. Baltimore, William Wood & Company, 1937. 

here is probably no better single book which would give a serious 
student a comprehensive guide than this. It assumes a great amount 
of earnestness on the part of students and teachers, for it places a great 
deal of responsibility on the student's own initiative, and though it 
lightens the task of the teacher it assumes that he will have adequate 
material for his students. Where adequate microscopic material is 
not available the book still remains an excellent guide for as complete 
a study of gross neuroanatomy as can be made. (N. R.) 
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Surgery of the Sympathetic Nervous System. By Georce E. Gasx, C.M.G. 
and J. Patrerson Ross, M.S. Price, $4.50. Pp. 186. Baltimore, 
William Wood & Company, Second Edition, 1937. 

The authors do not claim their book to be a record of all the con- 
ditions which have been treated by sympathectomy, but merely discuss 
the knowledge of the effect of sympathectomy and groups of condi- 
tions with which they have had the most experience. By far the best 
part of the book is their discussion of sympathectomy for disorders 
of the circulation. Their discussions of sympathectomy for disorders 
of the alimentary and urinary tracts, and for pain originating in the 
visceral organs, are of lesser value. A high degree of conservatism 
characterizes the authors’ attitudes, and is reflected in their premature 
dismissal of sympathectomy for hypertension. (N. R.) 


Socialized Medicine in the Soviet Union. By Henry E. Sicerist, M.D. 
Price, $3.50. Pp.310. New York, W. W. Norton & Co., 1937. 
Only in the light of the introductory chapters of the book which 

gives the political, social and economic background of Soviet medicine 

can the latter part of the book, dealing with the relation of Soviet 
medicine to the individual and to groups, be intelligible. With this 
in mind it should be clear that it is impossible to dissociate factual 
material of the book from the history of their origins. This impor- 
tant detail is occasionally forgotten by overly contentious proponents 
of socialized medicine, and still more frequently by its opponents. 

Doctor Sigerist's studies on Soviet medicine, and his previous ones 

on ‘American Medicine,’’ which formed an earlier book of his, are 

highly recommended to all those interested in the social aspects of 
medicine, to form sound bases of reference for their thoughts and dis- 

cussions. (N. R.) 


Child Guidance Procedures. By The Staff of the Institute for Juvenile Re- 
search, Chicago. Price, $2.50. Pp.362. New York, D. Appleton- 
Century Co., 1937. 

This book succeeds in its purpose of compiling and explaining child 

— procedures. It contains chapters on the organization of 

iagnostic data as well as chapters on illustrative cases. The book 

should prove very serviceable. (CE. E.) 
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PUBLICATIONS BY MEMBERS OF THE STAFF 


ANDERSON, Cart. The Progressive Development of the Concept of 

Occupational Therapy. Hospitals, 11:58-61, December 1937. 

The paper presents a brief historical resume of the use of occupations 
in the care of the mentally ill. The development of more formal 
programs of occupational therapy in psychiatric institutions is indi- 
cated. The desirability of having definite therapeutic aims is em- 
phasized. 


MENNINGER, C. and GrotjaHn, Martin. Familial Neuro- 
syphilis of the Dementia Paralytica Type. Arch. Neurol. & Psychiat. 
343-353, February 1938. 
he authors review the literature and report eight cases to present 
further clinical evidence suggesting the existence of a neurotropic 
strain of §. pallida. They question the significance of the term, 
‘familial predisposition’’ and believe that the mass of clinical evi- 
dence suggests definitely that the micro-organism itself must in some 
instances have a specific affinity for, at least a tendency to reside in and 
carry on its destructive work on the nervous tissue. Further experi- 
mental work is recommended. 


AckerMAN, Natuan W.: The Family as a Social and Emotional 

Unit. Kansas Mental Hygiene Bulletin, October 1937. 

This is a brief essay dealing with those multiple factors which con- 
tinuously mould the character and solidarity of the family group. It 
is shown that the greater or lesser degrees of cohesiveness present in 
the family unit are determined, on the one hand, by a host of environ- 
mental influences, and, on the other hand, by the internal vicissitudes 
of family life. These conditioning factors are reviewed mainly from 
the perspective of their social and psychological significance. 


Pesstn, Josepn: Mental Symptoms in Brain Tumor. J. Kansas Med. 

Society, 38:513-5§17, December 1937. 

In this summary of the recent pertinent literature, the author groups 
the various mental symptoms into five psychological categories, 
namely, sensory experiences, feelings and emotions, higher psychic 
activity, memory, and personality. Mental symptoms alone have rela- 
tively little localizing value. The factors which contribute to the 

athogenesis of mental symptoms are: (a) the tumor itself, (b) its 
fociaianh (c) a disturbance in the physiology of the central nervous 


system, (d) a disturbance in cerebral hydrodynamics, (e) pathological 
changes in the nervous system, (f) toxic effects from tumor tissue of 
disintegrating cells, (g) a predisposition to mental symptoms in which 
case the tumor is to be considered a precipitating factor. 
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